the onset of tympanites has recovered because of the fistula formation. It can only be said that when the conditions seemed likely to give rise to tympanites in a number of cases a fistula was made and a complete absence of all bowel difficulties followed. I have been unfortunate in my experience of the use of pituitrin and eserine, which have not always been effective. A cewcal fistula was not made when a difficulty had arisen in the small intestine, but in a large number of cases of tympanites the difficulty is in the colon. The expression "ileus paralyticus" has been used. If this means that the ileum is paralysed, that condition does not exist in the cases that are curable by making a fistula. When a patient has paralysis of the ileum nothing can save him, and when the formation of a caecal fistula is followed by a subsidence of ileac distension, there is certainly no paralysis of the ileum. The chief object of my paper is to show that in the great majority of the cases under consideration the difficulty is due to a delayed action, but not a paralysis of the large intestine, and that peritonitis is very often a consequence and not the cause of tympanites.
the onset of tympanites has recovered because of the fistula formation. It can only be said that when the conditions seemed likely to give rise to tympanites in a number of cases a fistula was made and a complete absence of all bowel difficulties followed. I have been unfortunate in my experience of the use of pituitrin and eserine, which have not always been effective. A cewcal fistula was not made when a difficulty had arisen in the small intestine, but in a large number of cases of tympanites the difficulty is in the colon. The expression "ileus paralyticus" has been used. If this means that the ileum is paralysed, that condition does not exist in the cases that are curable by making a fistula. When a patient has paralysis of the ileum nothing can save him, and when the formation of a caecal fistula is followed by a subsidence of ileac distension, there is certainly no paralysis of the ileum. The chief object of my paper is to show that in the great majority of the cases under consideration the difficulty is due to a delayed action, but not a paralysis of the large intestine, and that peritonitis is very often a consequence and not the cause of tympanites. (May 3, 1917.) Two Cases of Primary Ovarian Pregnancy (with a Review of the Literature, 1910-17) .
By CUTHBERT LOCKYER, M.D. UP to the year 1909 the subject of primary ovarian gestation has been critically reviewed by several writers, but since this date, so far as I can ascertain, no systematic record of recent cases has been published. The task of deciding which cases are genuine from the large number published is no easy one, and this fact is borne out by the different conclusions arrived at by those who essayed the work prior to the year 1909. For example, Werth, in 1887, collected twelve "genuine" cases. Two years later, Leopold brought the number to fourteen, giving a short account of each case. In 1902 Fiith raised the series to twenty-one; eight of these, or 38 per cent. of the total, being full-term pregnancies. Warbanoff, in 1909, collected thirty-three cases, including that of Madlener, which he described in full. So much for German statistics. We find a contrast directly we turn to American literature. Whitridge Williams, writing on the subject in Kelly and Noble's "Gynacology and Abdominal Surgery," which was published Section of Obstetrics and Gyna?cology in 1908, accepted as authentic thirteen cases only, his series beginning with Gottschalk's case published in 1893 and ending with that of-Webster, published in 1904. In addition to the thirteen "positive " cases, Williams classed seventeen as " highly probable "; eight of these had gone to term or beyond. In a third division we find five "probable" cases, four early and one late. Finally, there were eleven so imperfect as to be considered "doubtful." Thus a total of forty-six is reached, of which thirty-five were among the "positive," " highly probable," and " probable." In the thirteen " positive " cases two went to term.
In 1909 C. C. Norris concluded that there were only nineteen authentic cases published between 1899 and 1909 . It will be noted that Norris adopts the English standard of excluding cases published before that of Van Tussenbroeck in 1899, and herein lies, to a great extent, the disparity between the German and American estimates, which up to 1909 are, as shown above, thirty-three to nineteen. I have commenced my series with the year 1910, so as not to overlap theprevious tables, but it is quite possible that this introduces a break in the continuity and that several of the 1909 cases are e:cluded. I cannot form a judgment on this point, because Warbanoff has buried his 1909 statistics in the oblivion of a Munich Dissertation, which, for obvious reasons, is not accessible at the present time.
Moreover, on account of the war, it is quite probable that many cases I have had to exclude, owing to the meagre reports in current summaries, would prove worthy of inclusion among authentic cases had the original, or fuller, accounts been at my disposal. I have discovered in all forty-two cases in the period 1910-17 (March). Twenty-two of these I have classed as genuine, which, added to those of Norris, makes a total of forty-one authentic cases up to date. I cannot take Warbanoff's statistics into consideration, not having seen his article. Twelve cases have not been accepted, but have been described so that the reasons for their exclusion may be demonstrated.
Of the remaining eight nothing can be stated, as the periodicals in which they appear are not at my disposal. The cases regarded as genuine, and those which have been excluded, are described in Series I and II respectively, and in each series the cases are arranged according to the year in which they were published. Before proceeding to deal with the published cases, I will record two examples which have been met with in my own practice:- 1915, by Dr. Vernon Muller, complaining of metrorrhagia and pain in the lower abdomen. She had borne two children, the younger being aged 1, and subsequently there had been an abortion (seven months before admission). The catamenia for the past six months had been regular, every four weeks, lasting from five to seven days, until three weeks ago, when the flow appeared one week before time and had continued ever since. For seven weeks there had been continuous pain in the lower abdomen and in the sacral region; this was sharp and stabbing in character, worse on movement and after food, and considerably aggravated during the periods. There was slight leucorrheea. Micturition was normal. The bowels were regular. The patient had suffered from rheumatism in the right shoulder, left knee, and wrists.
Mr. Gordon Ley, the registrar, examined the patient in the Outpatient Department, and noted " cervix points to the left and behind; it is soft and a little patulous. Uterine body small, just a little mobile, and lies to the right. There is a mass the size of a large tangerine orange in the posterior fornix; it is tender, soft, and doughy; it moulds the pelvic floor and is fixed. Diagnosis: Left pyosalpinx." On September 4 the patient was admitted into the gynmcological ward under my care. I found a tumour in the left posterior quarter of the pelvis which was semi-fixed and tender. I regarded it as a tuboovarian inflammatory mass and proceeded to treat it with hot douches and electric-heat baths. This was continued for about five weeks, when, finding that there was very little, if any, reduction in the size of the swelling, I decided to operate.
On October 19 I opened the abdomen, and, with Mr. Gordon Ley's assistance, removed the left Fallopian tube and the enlarged left ovary. The opposite appendages were adherent. The abdominal end of the right tube was sealed. On this side I freed the adhesions and made an artificial ostium in the tube. Finally the uterus was suspended by Gilliam's method. There was no free blood in the peritoneal cavity. During the operation, as soon as the left ovary was brought into view, I remarked to Mr. Ley that the lesion appeared to be an ovarian molar pregnancy, so remarkably did it resemble the specimen published by Dr. Giles and mnyself in 1914.
Pathological Specimen.-This consists of the left Fallopian tube attached to the left ovary by its mesosalpinx. After hardening in Kaiserling-Pick's solution the following observations were made: Left tube measured 7 cm. in length and 1P2 cm. in diameter. To its outer coat were attached a few filmy adhesions. The abdominal ostium was closed, but the ampullary end was not dilated. The fimbrie were indrawn, so that the tube ended in a depressed dimple. Attached to the abdominal end was a hydatid of Morgagni, and to this adhered some tags of adhesions resembling fimbria of the tube (see fig. 1 ). The mesosalpinx was translucent; it separated the tube from the ovary by a vertical distance of 1'7 cm. The left ovary with its contained haemorrhagic cyst measured 7 cm. in its vertical and 4'8 cm. in its transverse 161 Lockyer: Primary Ovarian Pregnancy diameter. It is divisible into an upper (apparently) solid portion measuring 2,5 cm. by 4,3 cm. and a lower cystic portion measuring 4'5 cm. by 4-8 cm. These two portions are sharply demarcated by a constriction, or waist, so that the cystic lower portion fits into the upper solid part like an inverted acorn in its involucre (see fig. 1 , A). On bisection of the ovary, what had appeared to be solid ovarian tissue was hollowed out centrally, due to invasion thereof by the blood-cyst situated below.
By hardening, the haemorrhagic contents of this cyst had become a firmii laminated clot in which were several irregular crevices due to shrinkage fig. 1 , B). The ovarian stroma which capped the clot presented several atresic follicles, but no yellow tissue was seen on cross-section. The capsule of the clot was not ruptured, it consisted of compressed ovarian stroma which, in thickness, measured from 02 cm. at its upper pole (where it was attached to the mesosalpinx) to 0x1 cm. at its lower free pole. Sections of the tube showed evidence of a mild degree 162 Section of Obstetrics, and Gynacology of chronic salpingitis (shown by epidiascope), the plicse were swollen, but were not adherent at their tips; there were no pseudo-follicles and no invasion of the musculature by mucosal epithelium. On the uncovered (lower) aspect of the tube the vessels were dilated and engorged. There was no evidence of foetal tissue to be seen anywhere. Many sections of the ovary were cut and stained with logwood and eosin and also by van Gieson's method. Those taken from the lower pole of the blood-clot showed nothing of importance excepting the fact that the capsule consisted of ovarian tissue. Those from the upper half were more interesting. They showed (1) that the ovarian stroma contained (a) numerous dilated and thrombosed blood-vessels, (b) that as the blood-clot was approached the stroma becamedegenerate, but still clearly demonstrated the presence of layers of lutein cells intermingled with fibrinous material (see fig. 2 , A and B). (2) Within the clot were seen chorionic villi for the most part very degenerated but showing, in some cases, strands of trophoblast bounding a fibrous core (see fig. 2 , c). These findings clearly prove this to be a primuary ovarian pregnancy which has resulted in th-e formation of an unruptured ovarian mole. CASE II. E. P., married, aged 33. The patient was sent to me on April 9, 1916, by Dr. Hugo, who kindly supplied the following notes: " Seen on June 17, 1915 . Previous history" (taken in 1915, ten months before I saw the patient): " Three children, youngest aged 5, and one miscarriage three years ago, since when the periods have been regular. Present attack (June, 1915) : Last night, after getting into bed at 11 p.m., the patient was seized with very acute pain in the right iliac region shooting into the leg, which caused her to draw up the leg to obtain relief. It was described as 'worse than having a baby.' The last period was five weeks ago, that is, she was one week overdue. The last 'period' was preceded by the passage of clots. The pain lasted all night, but the patient got up this morning, though feeling very ill on account of pain. There had been a slight show yesterday, i.e., June 16. There was no retching nor vomiting, the bowels were regular, pulse and temperature normal. Bowels opened this morning without influencing the pain. No pain on passing water. Examination: No limitation of respiratory movements of abdomen. Tenderness on pressure over right iliac region. Per vaginam considerable tenderness. Ring pessary removed. Uterus retroflexed, fundus enlarged and tender. In the right broad ligament a very tender swelling could be felt. I wished her to go to the Cottage Hospital for operation, but she would not consent, so I treated her at home, keeping her in bed until the end of July, 1915, by which time all acute symptoms had subsided. On March 11, 1916, the patient had a subacute attack, after which I persuaded her to go and see you. She gives a history of having had rheumatic fever which affected her heart."
On admission to the Samaritan Hospital on April 9, 1916, the patient said that she was seized with abdominal pain five weeks ago. The pain affected chiefly the right side, and was accompanied by irregular bleeding. She stated that her periods had been regular until the last attack of pain. Temperature 99.40 F., pulse 88. Heart and lungs normal.
Per abdomen some resistance in the right iliac region. Per vaginarn cervix forwards, uterus retroverted, tender and fixed. Appendages thickened on both sides. A mass the size of a tangerine orange to the right of the uterus. Left ovary slightly enlarged. Diagnosis: " Fixed retroversion, double salpingo-odphoritis, ? right-sided pyosalpinx." Laparotomy, April 19, 1916, assisted by the Matron, present Mr. Malcolm. There was no free blood in the peritoneal cavity. To the right of the uterus lay an enlarged ovary, which was adherent in the right posterior quarter of the pelvis, but which was brought up without difficulty. I showed it to Mr. Malcolm, who was looking on, and expressed the opinion to him that it would prove to be an ovarian gestation. The uterus was not adherent as was previously thought. The left ovary was cystic, and its lower half, containing two cysts, was resected. Both Fallopian tubes appeared to be quite normal. The right tube and enlarged right ovary were removed. Pathological Specimen.-This consists of the right Fallopian tube, mesosalpinx and right ovary, and also the lower half of the left ovary. The tube is somewhat thickened and tortuous (see fig. 3 , u). Its ostium is patent and the fimbrife free and somewhat succulent. The tubal segment measures 5 cm. in length and is 1P2 cm. in diameter at its ampullary portion, 1 cm. in diameter through the isthmic part. The mesosalpinx is contracted but translucent; along its outer margin (infundibulo-pelvic fold) runs the ovarian fimbria to the surface of the ovary. The maximum vertical measurement of the mesosalpinx is 1 5 cm. The ovary measures 5 cm. by 4 cm. The upper part (2 cm. by 3 cm.) is comprised of solid ovarian tissue which caps, or overlies, the lower segment (3 cm. by 4 cm.), which consists of a blood-cyst (see fig. 3 ,A). The latter is very sharply differentiated from the former, not only by 164 Section of Obstetrics and Gynacology its colour and by the smoothness of its capsule, as compared with the furrowed pale surface of the solid.part of the ovary above it, but also,.
by the fact that a demarcating sulcus separates the solid from the cystic part. On hemisection, after hardening in preservative, the upper solid stroma presents numerous corpora albicantia, and an atresic follicle 1 cm. in diameter. The cystic portion is enclosed in a capsule made up of ovarian stroma which shows no sign of having ruptured. On microscopic examination the conditions revealed are very similar to those of Case I-i.e., the ovarian stroma shows numerous dilated and
Primary ovarian pregnancy. A, anterior view of external aspect; B, mesial section through ovary and gestation sac; U, uterine end. of tube; F, ovarian fimbria. (Natural size.) engorged blood-vessels (see fig. 4 , A) which lie outside a necrotic zone inr which the remains of a ripe corpus luteum are still visible-but hereand there is seen a definite invasion of ovarian stroma by chorionicvilli, one of which appears within a blood-vessel as an instance of " verschleppung." Within the clot itself is seen the lining of the chorio-amniotic sac with large branching villi proceeding from thechorionic-membrane (shown by epidiascope), but no fetus could be found..
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The gestation sac and the escaped blood are enclosed in a cyst, the inner lining of which is composed of degenerate lutein cells (see fig. 4 HA, cortex of ovary; B, wall of corpus luteum; C, ovarian molar pregnancy. (x 105.) showed no evidence of mucosal inflammation; there was some oedema of the muscular coat, otherwise the tube was normal (shown by epidiascope). It is an interesting fact that this patient gave birth to a full-term child in March, 1917, eleven months after the removal of the right ovarian pregnancy, because, as previously stated, one half of the opposite ovary was resected on account of its cystic condition. Patient married, aged 25. Menstruation irregular for eight months; not excessive, no clots, no membrane. No pain. No change in breasts. Admitted September 26, 1910. Twenty-four hours before admission she became nauseated and fainted after lifting a heavy tub. Severe pain in lower abdomen. Ruptured tubal gestation diagnosed. Abdominal cavity full of fluid blood and a few clots. Both tubes and left ovary were normal. Lying below the right tube was the ovary the size of a large walnut. There was a rupture of the ovarian wall and protruding from this was a clot. Report of A. J. Elsen, of Cornell University Medical College: " Specimen N3,678 consists of a tube and a portion of ovary, also a blood-clot, which is irregularly spherical in shape, about the size of a walnut. The clot appears to be partially surrounded by a capsule and at one point it shows tissue closely resembling placental structure. The tube is normal in size and appearance. Microscopical examination reveals numerous chorionic villi. The capsule surrounding the blood-clot shows that it is made up of ovarian structures. Diagnosis: Genuine ovarian pregnancy." LEA Indistinct fullness in pouch of Douglas. Large quantity of blood in abdomen. Tubes normal. Left ovary contained a thin walled blood-cyst which had ruptured and collapsed. The greater part of the ovary was normal, but a portion of the cortex was expanded to form the investment of a coagulum. The latter contained chorionic villi. Sections of tube showed it to be normal. Section of the ovary showed dilatation of blood-vessels, hbemorrhage in the Ju-15 stroma and a moderately thick layer of lutein cells. In the wall of the bloodcyst were corpora albicantia and a Graafian follicle.
TWEEDY, E. HASTINGS. St. Bartholomew's Hospital Reports (1910 Reports ( ), 1911 . The clinical report reads: " Ovarian pregnancy removed by operation. fiom a woman who had borne three children and had aborted once. Her youngast child was born in June, 1909. On September 8 following she menstruated once, but there was no further loss. On November 5, seven weeks after the last menstrual period, she was seized with acute pain in the right hypogastric region. Examination revealed a tender mass the size of a hen's egg, lying to the right of a retroverted uterus, and a diagnosis was made of extra-uterine pregnancy. The patient refused treatment at the time, but returned ten days later giving a history of continuous vaginal hemorrhage and intermittent pain since her previous visit. On November 16 laparotomy was performed. Both Fallopian tubes, together with the left ovary, were found to be healthy. The right ovary was obscured by a blood-clot attached to the ovarian ligament on this side. It was removed in its entirety, the tube which ran above it being left intact." St. Bartholomew's Hospital Museum report, No. 3,077, E: " Part of an ovary showing the effects of an ovarian pregnancy. In the recent state the specimen was an elliptical mass measuring 3 in. in its long diameter. This mass has been longitudinally divided and is seen to consist of two parts, a small area of dense tissue surrounded on three sides by blood-clot. The dense tissue again falls into two subdivisions. The greater part of it has the appearance of connective tissue, and contains blood-vessels visible to the naked eye; but at its lower extremity, as seen in the preparation, it is separated from the mass of blood-clot by a narrow tapering band of a yellower material. This last is a corpus luteum. Into it occurred the bleeding which subsequently ruptured the ovary and produced the enveloping clot. Microscopic exafnination shows that the dense tissue is ovarian stroma and the tapering band corpus luteum. No chorionic villi can be seen, but sections made from the other half of the specimen contain them in abundance." There is a good drawing in the Proceedings of the Royal Society of Medicine,1 and the report of the Pathology Committee was confirmatory. 
Section of Obstetrics and Gynaecology
Omental adhesion easily separated, no escaped blood. Right ovarian tumour' held by loose adhesions. Opposite adnexa: Left tube very tortuous and short. Left ovary small, no corpus luteum. The specimen consisted of the right tube and' ovary; right tube tortuous, but it was normal microscopically; its fimbrih were free. The ovary was the size of an orange; its outer surface showed adhesions. On section a cavity the size of a nut was found in the middle of the ovary. Attached to its wall was a portion of umbilical cord 5 mm. long and a foetus 7 mm. in length. Microscopically the walls of the cavity showed no tissue characteristic of a Graafian follicle. The inner layers of the cavity consisted of the amnion and chorion. Two good drawings. March, 1909 . In October, 1908 , after six weeks amenorrheea, abdominal pain and uterine bleeding. Menstruation regular during December, January, February. March 6: Another " attack." Diagnosed as ectopic pregnancy. Recent clot in pelvis; right ovary enlarged and adherent; it bled freely when drawn up. The left ovary was not enlarged, but on its posterior surface was an oozing rent with a small clot protruding. On section of the right ovary it was seen that a capsule of ovarian tissue enclosed a blood-clot, in the centre of which lay a gestation sac enclosed by chorionic membrane and an incomplete amnion. The amnio-chorionic stalk united it to the chorionic membrane. Remnants of trophoblast on membrane.
No villi, no embryo. Left ovary: Curious "plasmoidal" cells found on section of projecting clot; ? nature.
YOUNG, E. B., and RHEA, L. J. "Ovarian Pregnancy: Report of a Case" Boston Medical anzd Sutrgical Journal, 1911, clxiv, p. 264. Patient, aged 27, single. Catamenia regular before present illness. Sent to Young in October, 1908, as a probable case of fibrosis. Present illness (February, 1908): Menorrhagia; curetted, but loss continued until the end of September. Vaginal examination: Slight bloody discharge, uterus retroverted, tubes somewhat adherent, and an enlarged left ovary. The appendages and uterus were quite movable, and the old inflammatory process seemed quiescent. Ovarian cyst diagnosed. Operation: Extensive old pelvic inflammation; when adhesions were separated recent blood-clot was found in left side of pelvis; it completely surrounded the ovary. Fimbriated end of the left tube closed, and adherent to bottom of pelvis; the rest of the tube was free except for slight adhesions to bowel. Section of the left ovary after hardening in 10 per cent. formalin revealed a small embryo "lying in a rounded space" 169 1Lockyer: Primary Ovarian Pregnancy (Young) . A very convincing pathological report is furnished by Rhea, who describes the microscopic finding of chorionic villi and dilated blood-vessels in the ovarian stroma, but be does not refer to the embryo mentioned as bWing found by Young, who had incised the ovary some time previously in the presence of Dr. H. C. Low (pathologist). The only criticism I would offer,is that the tube was unfortunately very close to that part of the ovary which illustrates the presence of villi, as seen in micro-section No. 1, but the lumen of the tube shown in the same section appears normal.
1912.

BANKS, A. G.
A Case of Ovarian Pregnancy," Journal of Obstetrics and Gynacology of the British Empire, 1912, xxi, pp. 216-219. Patient, aged 24, married five years. Two children, younger aged 2. Admitted for htemorrhage of six weeks' duration. No period had ever been missed. Last period ceased on October 7. October 24: Hamorrhage without pain continued daily for one month. NoveeWber 11: The first of three attacks of severe pain occurred. Admitted on November 27 with labour-like pain and increased haemorrhage. In Douglas's pouch, to the right, was a tender doughy mass, the size of a Seville orange. Right tubal pregnancy diagnosed. Not more than half an ounce of fluid blood in peritoneal cavity. Tumour easily brought to view; one or two thread-like adhesions. Tumour was ovarian, its tube was normal. Oophorectomy, with segment of ovarian tissue retained.
Recovery. Ovary contained a fcetus (good drawing shown) of about eleven weeks' development. The cord was attached to the thinned-out free lower pole of the cyst-i.e., the part opposite to the main solid mass of ovarian tissue. No " decidual reaction " in the ovary, but some multinucleated masses seen in the stroma: these were probably of trophoblastic origin. The villi present were old and degenerate. GRAHAM, G. S. "A Case of Ovarian Pregnancy," Journal of Medical Research, 1912-13, xxvi, pp. 499-512. Graham, as assistant professor of pathology in the Dartmouth Medical College, met with this specimen in the laboratory. Who the surgeon was is not stated. The patient, aged 36, was a 2-para; the younger child was born four years ago. No miscarriages. Menstruation regular until a month ago, since when constant menorrhagia. A little more than a month ago there was a severe attack of right-sided abdominal pain, and vomiting; the attack lasted four days. Per vaginam a small tumour palpable in region of left ovary. Left tube and ovary and appendix removed. Recovery. Laboratory report: "The specimen consists of an ovary with its Fallopian tube. The tube measures about 5 cm. in length, and about 05 cm. in its greatest diameter. Beyond an injection of the superficial blood-vessels no evidence of pathological change can be determined. The fimbriated end is patent. The ovary is about the size of a hen's egg, reddish in colour, and rather soft. Its surface is irregularl. furrowed or lobulated, and appears free from adhesions. Section reveals a cavity about 1V5-cm. in diameter placed excentrically within the ovarian mass, and bounded by a thin white membranous wall of rather firm consistence. The tissue around this cavity is soft, reddish in colour, and strongly suggests placental tissue. In its thicker portion is a corpus luteum, which borders upon the soft reddish mass and appears to be blended with it." Microscopic description: The Fallopian tube -Most careful description by the author shows that there was no evidence of old or recent inflammation. The ovary -Outer zone of typical ovarian tissue, then a " transition-zone" bounding a third innermost zone, within which were numerous chorionic villi, with intervillous spaces containing red disks, fibrin, trophoblast-elements, and leucocytes. The inner margin of this zone is defined by the foetal membranes.
The paper is an admirable piece of histological work, and the theories as to how the impregnated ovum secures implantation in the ovary are well debated.
LENDON, A. A. (Lecturer on Obstetrics, University, Adelaide). Australasian
Medical Gazette, 1912, xxxi, p. 492. ILendon's article (which appears in the above gazette on the next page to Verco's) begins with the statement that he (Lendon) does not think that any genuine cases of ovarian pregnancy have yet been published in South Australia, and he proceeds to mention a case of Rothwell Adam, of Melbourne, but does not refer to Verco's case; perhaps exception was taken to the latter on the ground that no histological facts were forthcoming.
Dr. Lendon's case: Patient, 1-para, aged 25, married one year nine months. Partus on April 11, 1911; last menstruation, September 8 to 12. Pain in lower abdomen after defhcation was complained of on October 20. On October 29 the patient fainted. Examination revealed a swelling in Douglas's pouch. Dr. de Crespigny has, though at first reluctantly, conceded that it (the specimen) fulfils all the postulates of a true ovarian pregnancy. He writes: " The specimen consists of the left Fallopian tube, the ovary, and a part of the broad ligament. The tube is quite free from adhesions; it is slightly hyperplastic, but shows no sign of pregnancy, either macroscopically or microscopically. The ovary is considerably enlarged, white and tough. Adherent to its outer aspect and partly infiltrating its tissue, is a mass about 5 cm. by 2 cm. by 3 cm., with a rough, shaggy surface and a rather friable, reddish texture, apparently consisting mainly of blood-clot. After hardening, an incision was made through this mass and continued so as to hemisect the ovary. That the mass partly invaded the ovary was evident. Furthermore, a recent corpus luteum is present in the ovary, and instead of being in the form of a ring, the yellow layer of the corpus luteum is a curved line partly enclosing the pregnancy and separating it from the rest of the ovary. The appearance is as though the corpus luteum were ruptured by the growth of its contents. Microscopic examination shows this mass to consist of chorionic villi invading blood-clot. There are also dilated venous spaces such as are found in the pregnant uterus. The ftetus was not seen." VERCO, W. A. "Ovarian Pregnancy," Australasian .Mledical Gazette, 1912, xxxi, p. 491.
The author gives a brief history of the subject, then relates a case of ovarian pregnancy. The patient, aged 32, was a 3-para. Pain in the lower abdomen was thought at first to be due to appendicitis, but the history of a period being four to five days late raised the possibility of an extra-uterine fcetation. At operation there was found a blood-stained discoloration of the omentum. No decidual cast. The right ovary was nearly as large as a turkey's egg, and " had hamorrhage into its substance." There was no twisting of its pedicle to account for this. The right ovary was removed, but its Fallopian tube, being healthy, was retained. The left ovary and tube were healthy. On incising the ovary " a small fcetus was seen in a cavity occupying the centre of the ovary and was hanging by the tiny umbilical cord attached to the placenta." There is no histological record.
In this case there was probable bleeding into the ovary during the fourth week of pregnancy, when the first attack of pain occurred. Size of fcetus not given.
1913.
CHIENE, GEORGE.
Ruptured very early Primary Ovarian Pregnancy," Obstetrical Trcansactions, Edinburgh, 1913, xxxviii, p. 96. Patient, married, aged 34, 6-para; youngest child aged 21. Admitted as a case of acute appendicitis requiring immediate operation. Menstruation quite regular, expected next periodthree days after admission. Temperature 99.40 F., pulse 120. Pain, especially in right iliac fossa and through to back. There was no vaginal hemorrhage. Per: rectum distinct fullness in pouch of Douglas. Fainting attacks shortly before admission. Peritoneal cavity full of blood. Right tube normal. Bulging mass size of a cherry protruded from inner pole of right ovary 2i in. away from fimbriated end of the tube (good coloured drawing of this). The ovary was removed but not the tube. Left tube and ovary normal. Appendix normal. Photomicrograph shows ovum lying completely surrounded by ovarian stroma.
GRIMSDALE, T. B.
Case of Ovarian Pregnancy with Full-time Feetus." Journal of Obstetrics azd Gynxcolocy of the British Empire, 1913, xxiii, pp. 115-117. Patient, aged 22, married three years, 3-para. Admitted on February 19, 1912, with abdominal swelling of three years' duration. Last confinement two months before admission. Says she "never became small " after her first child was born. No pain, except at times on micturition. Mobile mass reaching to umbilicus, not tender; uterus lay to the right of tumour aind free from it. Solid ovarian tumour diagnosed. At operation: Tumour freely movable and its relations clearly demonstrated. It was delivered whole through the abdominal wound and was then seen to be the left ovary with its tube and mesosalpinx quite normal. The left round ligament was seen to arise from the left horn of the uterus and to lie well to the right of the tumour proving that it was not an ill-developed left horn of the uterus. The left ovarian tumour contained a fcetus and a placenta. X-rays established that the faetus had reached full term. NVo history of amenorrhaza apart from that relating to the two uterine pregnancies. No history of pain to suggest rupture of the sac -with hemorrhage at any time or a spurious labour.
The case appears to be one of coincident ovCarlian, andC uterine pregnancy.
HANNES, W. Ovarian-Graviditiit," Zeitschrift fiur Gebutrtsh. und Gyneakoloqic, 1912, lxxii, pp. 269-271 . This is a well illlustrated account of primary ovarian gestation with five coloured pictures (one macro-and three microscopic drawings). The patient was a 3-para, aged 27. The last period was on January 21 to 25, 1912 . A fortnight later heamorrhage, which lasted for a week, set in. It ceased for a week and occurred again lasting three to five days; it was accompanied with pain in abdomen and spine. Admitted on March 9, 1912. Uterus elevated and anteposed. Behind the uterus was a tumour the size of a small fist, filling up the pouch of Douglas and connected with the right adnexa. Tubal gestation diagnosed. The abdomen contained a fair amount of dark fluid and clotted blood. The right tube was empty and its fimbriated end "free." The swelling was ovarian. Recovery. The tube was quite separate and distinct from the ovary. The latter oti section showed a small amniotic sac containing a tiny foetus. The sac was surrounded with clot which in its turn was encapsuled by ovarian tissue. Blood-clot and penetrating villi were present in the stroma. A Graafian follicle is depicted, but no ripe corpus luteum was present. MCCANN, F. J. "Primary Ovarian Pregnancy at the Fourth Month," Proceedings of the Royal Society of Mledicine, 1913 , vi (Section of Obstetrics and Gynecology), p. 229. Patient, aged 32, mother of one child, aged 5±. Regular periods ceased on February 10, 1912; subsequently acute attacks of pain and vomiting on left side of lower abdomen. Large cystic tender swelling up to umbilicus. Enlarged uterus in front and to right. Diagnosis: Cyst of ovary complicating early pregnancy or ectopic gestation. Old blood-clot in lower abdomen. Tumour was a left ovarian cyst, its Fallopian tube was normal. The ovarian -cyst consisted of two loculi, containing adenomatous growth; separated from these by a septum (containing other small cystic cavities showing adenomatous tissue) was a third cavity 4 in. in diameter; in the latter was a fuetus and placenta of about four months' development. A good drawing is shown. MALL, F. P.; CULLEN, E. K. " An Ovarian Pregnancy located in the Graafian Follicle," Surgery, Gynecology, and Obstetrics, 1913, xvii, pp. 698-703.;  Patient, aged 24, was admitted on June 1, 1910, with diagnosis of appendicitis. Paroxysms of pain, general throughout the abdomen, more acute on left side, worse on movement, occasional vomiting. Abdomen filled with blood; both tubes intact; right ovary swollen and bleeding. Finney, the operator, said: "The whole process was so definitely confined to the ovary. that it seemed clinically to be a definite case of ovarian pregnancy." Recovery. Specimen: Tube and ovary from right side. Tube somewhat tortuous, few adhesions on the surface; mucosa somewhat thickened and blood-tinged. No gross evidence of a tubal pregnancy. Mucosa normal in microscopic sections. Ovary measures 5 cm. by 4 cm. by 34 cm. Few old adhesions on surface. Transverse section through the ovary at the point of rupture of the follicle is shown in a drawing by Max Brodel. It shows a central cyst containing a clot. This clot was covered by an inverted chorion and contained villi. The cyst was lined by yellow lutein cells. The authors say it shows conclusively that the ovum had lodged itself in a Graafian follicle, undoubtedly the one from which it came, indicating that the sperm must have entered the follicle after it had ruptured. The fertilized ovum then found lodgment in the follicle, around which a corpus luteum developed.
OLDFIELD, C. "Ovarian Gestation," Journtal of Obstetrics anzd Gynwcology of the British Empire, 1913, xxiii, pp. 41, 42 (2 plates).
Patient, aged 37, married twelve years; no previous pregnancy; no previous menstrual irregularity. In May, 1912, when the period was seventeen days late, sudden pain and vaginal hemorrhage. June 24: Fainted in bed, but no pain. Haemorrhage started again, lasting three to four days. June 26: Fragments of decidua passed. Abdomen not tender, fullness in posterior fornix. Under ana'sthesia: Left ovary a little larger than usual. Dark fluid blood in abdomen and clots; amongst these a mole was found. Left tube and ovary removed. Right appendages normal. Left tube normal. Left ovary a little larger than usual, presented a saucer-shaped depression from which blood oozed; deep to this, the ovarian tissue contained large blood-sinuses as in an early uterine pregnancy; amongst them, in the stroma, was a chorionic villus, and Nitabuch's fibrin-layer between fcetal and maternal structures was demonstrated "so that there is no doubt it was on this surface that the ovum was implanted." The mole contained an amniotic sac with the blastoderm extruded and lying attached to the surface of the mole.
SENCERT, L., and ARON, M. Une curieuse observation de grossesse-Qvarienne," Bulletin de la SociWte d'Obst6trique et de Gynecologie de Paris, 1913, ii, pp. 830-835.
Patient, aged 23, the wife of a colleague. Married in February, 1911; thought to be pregnant in April; only a slight show after this, but much abdominal pain, especially in the left iliac region. The left fornix was tender, but no swelling was felt. Later, the left ovary was found to be enlarged. Patient demanded operation because of continuous pain. Laparotomy June 23, 1913: The left ovary was the size of a fresh walnut (noix fraiche) and dark in colour, and evidently very " altered." Uterus small. Right appendages normal in form but somewhat atrophic. The left ovary was removed; it was the size of a " mandarin," hard and irregular. At its larger pole was a rounded swelling, 2 cm. in diameter, like a corpus luteum, but in its centre was attached a yellow stalk 5 mm. long, 1 mm. thick. This proved to be an umbilical cord (mucous tissue, one artery and two veins), and the swelling in the ovary was proved microscopically to be placental tissue. A full account of the histology of this case is given, and although the tube was not removed there can be no doubt about the site of the embedding being in the ovary. No foetus was found.
In the Revue de Gyngcologie, 1914-15, xxiii, pp. 1-16 , there are several interesting drawings and diagrams illustrating the features of the placenta in the above case. They show that the peripheral zone of insertion is occupied by a network of plasmodi-trophoblast to which the authors give the name of "Ectoplacenta." Outside this network are large blood spaces in the ovarian tissue, whilst the lacunae between the plasmoidal tissue are filled with maternal blood. The embedding, therefore, shows the appearances which are now known to be typical in cases of normal intra-uterine pregnancy of about the second -week, as seen in the Teacher-Bryce ovum.
1914.
CATURANI, M. "Ovarian Pregnancy with Report of a Case," Aerwican Journal of Obstetrics, 1914, lxix, pp. 409-428. Patient, aged 30, married twelve years; three children, the last five years ago; five abortions, the last four years ago. Infected with syphilis and gonorrhcea. Acute attack of gonorrhcea fifteen months before first ectopic pregnancy. In June, 1909, Caturani operated for right tubal pregnancy. The tube and ovary of right side were removed. In January, 1912, missed her period for a few days. On January 10 severe abdominal pain and a show of blood. On January 24 abdomen distended and tender but no mass felt. Per vaginam mass to left of uterus. Slight dark bloody discharge. Operation fifteen days after initial attack. Abdomen contained fluid and clotted blood, no distinct haematocele. Fimbriated end of tube open. No trace of rupture in the tube. The ovary on its distal pole was apparently damaged and covered with clotted blood. The tube was removed, and with it almost a third of left ovary (i.e., the distal pole) was resected. At the operation the case was regarded as a tubal abortion and an ovarian heematoma from rupture at the site of a follicle. The real nature of the specimen was not found until microscopical examination was made. Gross specimen: This is made up of the left tube and part of the left ovary still attached to the tube by a slight band of 175 1Lockyer: Primary Ovarian Pregnancy tissue. The tube is 7 cm. long. No marked enlargement, no kinks, no traces of rupture. The ampulla was thickened and hard. The fimbriated extremity was free from adhesions, but traces of blood were found adherent to some fimbriam and to the external surface of the tube. Microscope revealed chronic salpingitis at ampullary part, but no evidence of foetal elements. A thorough microscopic investigation of the resected ovarian segment was made and a full account is given. The central area was composed of blood, fibrin, and chorionic villi. There was an "attempt at decidual formation along the margin of the ovum "-i.e., in the boundary between the faetal and ovarian tissues. The fcetal elements lay in intimate relation to a corpus luteum, which Caturani says might be regarded as a proof of the embedding of the ovum in the follicle. Eleven cases out of nineteen reported by Norris showed relation of ovum to corpus luteum.
Caturani attributes the causation of ovarian gestation to peri-oophoritis. He may be right, but his arguments are very theoretical. Thirteen figures help to explain the text. Patient, aged 32, married four years; no children. Consultation in June, 1906 , to ascertain cause of sterility. Good health; menstruation regular, except that a period was missed six months before consultation. Uterus normal in size and position. Rounded swelling the size of a duck's egg to right of uterus. Tumour was an unruptured ovarian hwematoma of the right side. Right tube normal. HeImatoma contained a large chorio-amniotic sac and many chorionic villi. No embryo found. No corpus luteum. Ovarian stroma contained many large engorged blood-vessels and showed decidual reaction in the medulla and cortex. KOHLER, ROBERT. Gyndkologische RBndschaut, 1914, viii, pp. 275-280. Patient aged 43. In the abdomen fluid and clotted blood was found.
Both Fallopian tubes were unaltered. Fimbrial ends of tubes "free." The left ovary was normal. The right ovary was enlarged. On its median pole was a blue cystic swelling (cf. Chiene's case, p. 172). The right adnexa were removed. Recovery. The microscopic diagnosis was follicular gestation. No embryo was found, but chorionic villi were present in the cavity of the corpus luteum. There were lutein cells in the sac wall in contact with the ovum.
No infantilism, no abnormal shortening or tortuosity or lengthening -or inflammation of the tube.
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For various reasons the following cases are not included in the above list; in many the evidence that they are cases of primary ovarian gestation is inconclusive, in others no histological proof is forthcoming. Whilst some cases may be genuine, only short reports have been at my command, and from these it is impossible to come to any conclusion one way or the other.
1910.
The Cases of Balleray, Prince, and Rubin. BALLERAY, G. H. Medical Record, July 2, 1914, p. 40. Patient married ten years; no previous pregnancy. Period two weeks overdue, then irregular discharge. Pain in lower abdomen. Abdominal distension and vomiting. At operation a mass containing a four months foetus was removed. "Outside the mass was made up of ovarian tissue" (?).
PRINCE, E. M. Alabama Medical Journal, Birmingham, 1910, xxii, pp. Specimen shown at New York Academy of Medicine. Patient, aged 24, married three years; one child, aged 2. Last period seven weeks before admission. Two months before admission sharp pain in lower abdomen, especially on right side. On admission: Left of uterus was a tender mass the size of an orange; it was regarded as an ovary without having the usual hardness of this organ. Operation, July 28, 1910: Uterus normal in size. Left tube bent on itself and attached to enlarged ovarian mass. Latter fixed by soft adhesion to left broad ligament. Left ovary looked cedematous and presented at one portion a dark chocolate-brown irregular protruding surface, thought to be a corpus luteum. On delivery of left adnexa a plum-coloured mass the size of a hazel nut seen; it was apparently free in the pelvis. Tubes neither enlarged nor ruptured. Left ovary still attached to uterus by its proper ligaments; it was, therefore, regarded as the first seat of the pregnancy. Dr. Rubin said there was positive evidence of pregnancy in the ovarian stroma, that the tube on the same side was separate and distinct, and showed " no gross microscopic signs of pregnancy." The, "mole" had been lost. No evidence of decidual formation in uterus. What the evidence of pregnancy was in the ovarian stroma is not stated, but Tilden Frank, in discussion, thought that the decidual cells were "stroma cells, the result of the haemor-Section of Obstetrics and Gynmcology 1913. BENEKE. Verhandlungen der Deutschen pathologischen Gesellschaft, Tagung 16, 1913, p. 355. Patient, aged 27; one child, aged 1 ; one abortion. When menstruation was a week overdue there was sudden pain and fainting, followed a week later by hmmorrhage lasting three days. Operation: Salpingo-oophorectomy. This purported to be a demonstration of ovarian pregnancy, but was, in fact, an example of embedding of the fertilized ovum in blood-clot situated between the tube and ovary. It is true that the coagulum overlay a corpus luteum of the ovary, and from this it was assumed that the clot came from the rupture of the follicle. There was no evidence, however, to show that the embedding was ever intra-ovarial. This case was also reported by Keil in the Zentralblatt fiur Gyndkologie, 1913, xxxvii, No. 13, p. Gynekologie, 1913, xxxvii, pp. 740-756. Patient, aged 33, 1-para; no abortions. Normal labour nine years after marriage when she was aged 30. Periods always regular. Came to clinic because of abdominal enlargement, noticed for ten months, with irregular hbemorrhage for the past fourteen days. Uterus anteflexed and fixed by a fluctuating tumour which filled the true pelvis and reached to the ribs. Clinical diagnosis: Ovarian tumour or ectopic gestation. The latter was made certain during operation; the sac was on the right side and adherent to the right ureter. In its transverse diameter the sac measured 52 cm.; it contained a macerated fcetus of eight months' development. The sac contained, although partly unrecognizable (wenn auch vielleicht teilweise -unerkennbar): "Tube, ovary, lig. latum. and ovarii proprium," all enveloped in rough adhesions (operation took two and a quarter hours). The sac could not be tubal, as on examination the tube was found to be separated from the sac in one place by a lamella 3 cm. wide, thought to be the mesosalpinx; elsewhere it disappeared in the sac wall (geht also hier scheinbar in den Aufbau der Wand ein).
In the illustration the tube is indicated by a schematic dotted line which takes a tortuous course across the sac wall. The tube itself is nowhere apparent as such, and further the author says "das Abdominalende der Tube vollstiindig in der Fruchtsackwand aufgeht." In microscopic sections the closer they approached the end of the tube the nearer was the tubal epithelium to the placental tissue, the intervening connective tissue between the two being reduced to a tenth of a millimeter. The last remains of fimbrihe lost themselves in the connective tissue of the gestation sac. No ovarian tissue was found in the gestation sac; it contained muscle and was therefore not a peritoneal implantation. From serial sections of the tube the author excluded a tubal pregnancy, and from a fan-shaped dilatation of the tube as it lay on the outside of the sac he concludes a tubo-ovarian implantation. This fan-shaped dilatation of the tube I have myself shown in a secondary embedding of the gestation sac in omentum. It can be produced by tubal abortion. This case cannot be regarded as a primary ovarian pregnancy. (C. L.)
PAUCOT, H. DEBEYRE A. Etude sur les Grossesses ovariennes jeunes.
Annales de Gyn6cologie, 2e serie, x, 1913, pp. 129-144 . A critical review based on seven cases in the literature and a description of a case of the author's. Tubal gestation was diagnosed in a single woman, aged 24. At operation the uterus was enlarged. * Left cystic ovary and tube removed; no free hnemorrhage. The cyst contained blood. No torsion of appendages. After hardening, the ovary was found to contain a cavity 2 cm. in diameter resembling a corpus luteum of pregnancy, also a cavity containing a whitish membrane composed of " a sort of granulation tissue," and further some caseous looking material which microscopically resembled granulation tissue. The authors r-egarded this as " pathological vestiges of the amnion and the embryo."
ROUFFART, E. Auncities et Bulletin de la Societe oyale de Science mn6dicale et naturelle de Bruxelles, 1913, lxxi, pp. 232-235 . " H6morragie intra-periton6ale par rupture spontanee d'une grossesse de l'ovarie." Journal belge de Gyne,cologie et d'Obst6trique, ire an, January, 1914, No. 1, pp. 46-49. Patient underwent Alexander-Adams operation in February, 1913. After this the periods were regular until August. Five days late in September, irregular bleeding followed, and " crise douloureuse " on October 7. Two days later another attack of pain and again on November 7, which was six weeks after the last regular period. Ruptured extra-uterine gestation was diagnosed. Subtotal hysterectomy and removal of both appendages was carried out. In the left ovary was a cavity containing clot. No trace of embryonic tissue could be found either in the clot or in the ovarian cavity. The right ovary contained a ripe corpus luteum, the size of a corpus luteum of pregnancy. Rouffart argues that ovarian pregnancy ought not to be excluded in such a case merely because the products of gestation cannot be found. SEREBRENNIKOWA, 0. S. (Petrograd). " Ovarian Pregnancy," Zentralblatt fur Gynzdkologie, xxxvii, No. 43, p. 1592. Patient, aged 28, three children. Ovum of 5 cm. found in the pouch of Douglas (cf. Oldfield's case). Left appendages normal. Right tube normal. Right ovary enlarged by a blood-cavity into which was a rent 1 cm. in length. This cavity was lined by lutein tissue. Probably a true ovarian pregnancy but no mention of chorionic villi in ovary.
out. The membranes of the roundish body were strong and tough, and contained a transparent gelatinous substance; the colour and consistence of the white-coloured liquor were like to the semen qArile. The left ovarium was more than twice the bulk of the right one, and looked like a bag fullof a dark brown-coloured water; but when it was opened a transparent viscid fluid ran Qut, and what remained was a reddish substance much of the same consistence as the crystalline humour of the eye has, being the greater part of what this ovarium contained. There was nothing uncommon in the right ovarium; about halfway between it and the extremity of the Fallopian tube I found in a duplicate of the membrane such a body as was squeezed out of the left tube, but it was shrivelled and decayed, with little in it of any liquor; the right tube was full of white matter as I squeezed out of the left tube.' 7 Medical Essays and Observationls," published by a Society in Edinbur-gh. Printed b'y Sgamilton, Balfour, and Neill, 1752, article 23, p. 277. 
